AUTHORIZATION TO USE/DISCLOSE ESQ&%}L{&M and teens

PROTECTED HEALTH INFORMATION

This authorization must be written, dated and signed by the patient or by a person authorized by law to give authorization.

Patient name DOB
Authorization
I authorize to use and disclose a copy of the specific health

(name and address of individual/entity releasing information)

information described below to for the purpose of:
(name and address of individual/entity receiving information)

(specifically describe each purpose for disclosure)

By initialing the spaces below, I specifically authorize the release of the following medical records, if such records exist: Please initial for

release of records (do not check spaces)
_ All pertinent medical records __ Physical therapy records
_ Laboratory reports/pathology reports __ Other (specify)
_ Diagnostic imaging reports

Most recent three (3) year history
This authorization is limited to the following treatment:

This authorization is limited to the following time period:

This authorization is limited to worker’s comp claims for injuries of:

If the information to be disclosed contains any of the types of records or information listed below, additional laws relating to the use and
disclosure of the information may apply. I understand and agree that this information will be disclosed if I place my initials in the applicable
space next to the type of information.

__HIV/AIDS information _ Mental health information

_ Genetic testing information _ Sexually transmitted disease information

__ Alcohol/chemical dependency diagnosis, treatment or referral information

I understand that the information used or disclosed pursuant to this authorization may be subject to redisclosure and no longer be protected
under federal law. However, I also understand that federal law restricts redisclosure of alcohol and chemical dependency diagnosis, treat-
ment or referral information and specifically requires my authorization prior to redisclosure.

Patient information

You do not need to sign this authorization. Refusal to sign will not adversely affect your ability to receive health care services or reimburse-
ment for services. The only circumstance when refusal to sign means you will not receive health care services is if the health care services rep-
resent research related treatment and the authorization is necessary to participate in the research study and receive research related treatment.

You may revoke this authorization in writing at any time. If you revoke your authorization, the information described above may no longer
be used or disclosed for the purposes described in this written authorization. Any use or disclosure already made with your permission
cannot be undone. To revoke this authorization, please send a written statement to

(contact person) at (address of person/entity disclosing informa-

tion) and state you are revoking this authorization.

This authorization will expire on the earlier of (date), 180 days

from the date of signing, or the end of the period reasonably needed to complete the disclosure for the above-described purpose.

Signature
I have read this authorization and I understand it.

Signature of Responsible Party Date

Description of personal representative’s authority

1819 SW Nebraska Avenue, Grants Pass, Oregon 97527 541-479-2411 fax: 541-479-2236
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